Acute glomerulonephritis is an uncommon disease in the middle-aged and elderly. Of the 173 cases investigated by Ellis (1942) only three were over 50 and none was over 60; and Fishberg (1954) reported only once seeing a patient older than 60. While acute glomerulonephritis may pursue a malignant course-with death from oliguric renal failure in the acute phase, at any age-older patients seem particularly prone to this severe variant of the disease. Further, in this age group the presenting features often differ from those commonly seen in younger patients (Samiy, Field, and Merrill, 1961) .
It is for these reasons that we report the clinical and pathological features of the seven patients aged over 50 seen at the renal unit of King's College Hospital in a three-year period from 1962 to 1965. They were all referred from other hospitals because of renal failure severe enough to warrant consideration of haemodialysis. During this time no younger patient with this disease required haemodialysis at this unit. The commonest presenting symptoms were non-specific and included anorexia, nausea, vomiting, and diarrhoea. In only two patients was the onset of the illness preceded by a sore throat, and they both had high antistreptolysin-O (A.S.O.) titres. In two of the other three patients in whom the test was carried out the A.S.O. titre was 200 units or above. In no case were streptococci cultured from throat swabs. Three patients had non-dependent oedema, only two had hypertension, and macroscopic haematuria featured at some stage of the illness in five cases. Most of the patients were aware of a reduction in urine volume before admission, and anuria supervened in five of them in the terminal stages.
Clinical and Pathological Features
The initial clinical diagnoses were correct in only three patients. Obstruction Baker, 1964; Harrison, Loughridge, and Milne, 1964) , the age range of our patients emphasizes the predilection for'the older age groups of this form of the-disease.
Other reports confirm this. In a post-mortem study by Nesson and Robbins (1960) acute glomerulonephritis. Samiy et al. (1961) Baker, 1964; Harrison et al., 1964) . It has been suggested that the typical post-streptococcal type of renal lesion in association with a raised A.S.O. titre warrants persevering with dialysis treatment, but even here the longest period of oliguria with survival was 30 days (Nakamoto et al., 1965) . In the absence of a renal biopsy showing features known to preclude recovery of renal function, it seems reasonable to maintain patients with acute oliguric glomerulonephritis by repeated dialysis for at least six weeks and so allow time for a possible spontaneous recovery (Lancet, 1964) .
The role of steroids in the management of acute oliguric glomerulonephritis is far from clear. They were found ineffective in eight cases of acute anuric glomerulonephritis (Berlyne and Baker, 1964) , as in our only case where used, while elsewhere it has been suggested that they help to promote a diuresis (Nakamoto et al., 1965) . However, the two groups of patients BRTMISH   1363 were not comparable, having widely differing renal histology.
The use of steroids in this situation must remain an open question.
Summary
Seven patients with fatal acute glomerulonephritis referred to a haemodialysis unit in a three-year period were between 53 and 78 years of age. The presenting features and natural history of acute glomerulonephritis in this age group often differ from those commonly seen in younger patients. The rarity of the disease in the middle-aged and elderly, coupled with the atypical presentation of most of the patients, made the clinical diagnosis difficult.
The histological changes included necrosis of glomerular tufts, obliteration of Bowman's space by proliferation of the capsular epithelium, and endothelial proliferation with glomerular exudate. Renal biopsy is valuable in both establishing the diagnosis and assessing the severity of the disease, and so avoiding submission of patients with no hope of recovery to unnecessary treatment.
We are grateful to Professor J. Anderson for permission to report these cases, and to Professor H. A. Magnus for his advice. The photomicrographs were prepared by Mr. George Harwood.
The aetiological factors in the acute inflammation of the ileocaecal region-appendicitis, terminal ileitis, and mesenteric lymphadenitis-are poorly understood, but the microflora in these conditions has recently received increasing attention.
In 1954 Knapp and Masshoff found Yersinia pseudotuberculosis (syn. Pasteurella pseudotuberculosis) in inflamed mesenteric lymph nodes. Since then several authors (Knapp and Steuer, 1956; Kiaer, 1960 ; Knapp, 1963 ; Mollaret, 1960 Mollaret, , 1962 Knapp and Thal, 1963) Hannoun et al. (1961) . Carlsson, Ryd, and Sternby (1964) , in this hospital, reported the finding of Yersinia enterocolitica (syn. Pasteurella X) in a mesenteric lymph node from a patient with acute terminal ileitis and mesenteric lymphadenitis but an apparently normal appendix. Agglutinating antibodies against the patient's own strain developed.
So far as we know Y. enterocolitica has been isolated from man only three times previously-that is, in two cases described by Hdssig, Karrer, and Pusterla (1949) and in one case described by Mollaret (1965) , where the bacterium was isolated by Wyler. The taxonomic position of the Bacterium enterocoliticum strains described by Schleifstein and Coleman (1939) 
Methods and Material Antigen Preparation
The Y. enterocolitica antigens for routine agglutination tests were prepared from strain "Winblad," isolated from the case described by Carlsson et al. (1964) . Antigens were also prepared from the following Y. enterocolitica strains of chinchilla, canine, and human origin: Siegmann 268 ; Daniels 975, 905, 924, 931; Becht 18, 51, 200; Frederiksen P 71; Hassig (homo) . 0 antigen from these strains and from strain Winblad gave the same results with positive patient sera and rabbit antisera prepared against strain Winblad-in all cases except one (strain Frederiksen P 71).
o Antigen.-Human blood-agar plates were seeded with the S form of the strain and were incubated for 48 hours at 220 C. The culture was collected in saline, washed, and autoclaved at 1200 C. for two and a half hours. It was then washed repeatedly and suspended in saline for the use in tube agglutination. 
